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Health Care Dollars to Other Pockets
IT SEEMS REASONABLE to ask where all the health care profits
are coming from and where they are going. There is consider-
able reason to believe that a large portion ofthese profits is the
result of restrictions on those who provide and those who
receive the services. The premise of the rhetoric we hear is
that the profit motive will increase efficiency, reduce costs and
eliminate the "fat"-and do all this without curtailing access
or quality of care. The incentive for profit and the opportunity
for competition is supposed to bring all this about, even in
what may already be the most regulated health care system in
the world.

There have always been profits in the health care field.
The pharmaceutical industry has always done well and has
had the incentives necessary to develop the wherewithal for
much of the progress in patient care that has occurred. And
some physicians have done very well indeed. Recently a
growing number of hospitals and other health care institutions
are being operated for profit. In the past, good hospitals, good
skilled nursing facilities, good nursing homes and good home
care agencies have not been considered very profitable
operations. In fact, many, if not most, were operated "not for
profit" and any "profits" were plowed back into the institu-
tion.

But now the health care system is being leached for dollars
in ways it has seldom been, at least within recent memory. In
the naime of business efficiency, and to deal with the almost
impossible complexities of government regulation, costly ad-
ministrative hierarchies (with their accompanying organiza-
tional bureaucracies) are developing in hospitals and health
care institutions that leach health care dollars for salaries and
benefits for their ever-expanding management structures. The
advertising, marketing and amenities stimulated by a growing
competition for patients, pad the pocketbooks of many who
actually contribute little if anything to health care. And the
current orgy of malpractice and other litigation, so profitable
to trial lawyers and others who thrive on litigation, adds new
and often substantial costs to physicians' fees and the cost of a
day's stay in hospital.

The public rhetoric continues to say-as it has for some
time-that our goal is to have equal access for all to good
quality medical care (although the right to care has been
considerably muted), but that the cost of this has now become
unacceptable. Yes, one may reasonably ask where all the
profits in health care are coming from and where are they

going. It is now becoming increasingly clear that in large
measure they must be coming from restrictions on the pro-
viders of care and limitations on the options of patients who
are the consumers of care, and both have had precious little to
say about what is being done towtem. One can only wonder if
the goal should not be to get nmore of the needed health care
from the admittedly scarce health care dollars, rather than to
encourage all the competition, regulation and profiteering that
divert so many needed health care dollars to other pockets.
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Adult StHl's Disease-
Implications of a New Syndrome
IN 1897 George Frederick Still felt it important to emphasize
that the syndrome which came to bear his name be distin-
guished from rheumatoid arthritis in adults.1 Almost 90 years
later, we must decide if we shoud recognize an adult form of
Still's disease as a separate nosologic entity. Citing the impor-
tance of the diagnostic, therapeuiic and prognostic implica-
tions of recognizing a rare condition, several authors2-4 have
advocated the acceptance ofthe term adult Still's disease since
it was coined by Bywaters in 1966.5

In this issue of the journal and elsewhere, Larson further
supports this position by extensively reviewing the clinical
features of the majority of reported cases of adult Still's dis-
ease and of 17 patients followed at the University of Washing-
ton.4 In favor of recognizing adult Still's disease as a distinct
syndrome is the remarkably consistent description of the clin-
ical picture, with high fever, intense arthralgias or arthritis
and a characteristic salmon-colored rash as prominent find-
ings. Characteristically, the disease spares the metacarpo-
phalangeal joints, a feature quite different from what is
usually seen in rheumatoid arthritis. Standard serologic
studies, such as antinuclear antibody and rheumatoid factor,
are negative. An unusual ankylosing of the carpal bones oc-
curs chronically; this is quite unlike more familiar rheumatic
diseases, such as active rheumatoid arthritis in adults, mixed
connective tissue disease or systemic lupus erythematosus.

But is this evidence enough? After all, it also is clear that
the etiology is uncertain, no serologic tests are diagnostic3
and, despite the existence of characteristic findings, in most
cases the diagnosis is one of exclusion. Furthermore, prob-
ably because adult Still's diseaseis relatively rare, few longi-
tudinal studies have been done. We are already learning that
the disease is not as benign as once thought, with chronic
arthritic changes developing in some patients. In view of this,
can we be certain that patients with adult Still's disease will
not eventually be found to be a subset of populations with
another disease? This situation is reminiscent of what has
occurred in mixed connective tissue disease where the diag-
nosis often rests mainly on a high titer of antiribonucleopro-
tein antibody. Some rheumatologists doubt the existence of
mixed connective tissue disease as a distinct clinical Entity;
they point out that in a proportion of such patients followed
for a decade or more, their disease appears to have evolv&
into typical systemic sclerosis or another connective tissue
disorder.

Nonetheless, several standard sources of information, in-
cluding Harrison's Textbook of Medicine, currently accept
adult Still's disease as a separate disorder. The American
Rheumatism Association also acknowledges its existence,6
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